Tdap Special Project Vaccination Administration Record
Special Tdap Vaccine Administration Record


Last Name:________________________  First Name:____________________________  
Middle Name:______________________      
Patient Age: _____        Date of Birth: ___/___/_____        Gender:  FORMCHECKBOX 
 Male   FORMCHECKBOX 
 Female   
Street Address: ___________________________________________________________

City: _______________________ Zip: _____________ Phone:_____________________        

Mother’s Maiden Name:  _______________________                 
Notification of Services, Limitation of Liability, and Use of Information.

I (or person who has the authority under law to make health care decisions for me and who has signed below) have given consent to receive services and have been informed of the privacy practices in place.   

I have received a Vaccine Information Statement (VIS) for the vaccinations to be given, and had an opportunity to have my questions answered by a clinician before vaccination.  

I understand the benefits and risks of these vaccines and ask that the vaccine be given to me or to the person named above for whom I am authorized to make this request.  
I agree that neither this: agency, department, system; or their sponsors, employees, and volunteers, shall have any responsibility or liability if I contract any disease or suffer any other adverse reaction following administration of the shot(s).  
I allow the release of any information needed to process insurance claims and request payment of medical benefits.  I also understand that my vaccination information will be submitted to the

Oregon ALERT Immunization Information System and will only be released to authorized users (as defined by ORS 433.090 to 433.102 to be patient’s clinic, school, etc.).

**Before signing, answer the screening questions on the back of this form**

​


________________________________

____________

Patient Signature  (or authorized representative)
Date
Parent or Representative Name: _________________  Relationship to Patient:______________

Clinic Use Only 
Clinic Site Name:                            Date Administered:                Chart #:         
Vaccine name:               Lot #           



Dose Amount: 0.5 ml    VIS Date: 7-12-06   
Vaccine Manufacturer:       

          Vaccination Site:  ________   Vaccinator Name:______________
Notes:

For questions or to receive this information in an alternate format, please contact:

     
	Adolescent & Adult Tdap (tetanus, diphtheria, pertussis) Screening

Please answer the following questions about your medical history:



	· Have you had a tetanus shot in the past 5 years? **
There is no minimum spacing for healthcare workers and contacts of infants.  Advise patients with last tetanus less than 2 years ago that sensitivity and swelling may occur and offer methods to reduce symptoms.
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	· Are you under 11 or over 64 years old?

Tdap is for people 11–64 years old.
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	· Have you ever had serious swelling following a vaccination?

Precaution only.
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	· Have you ever been diagnosed with a brain or seizure problem?
Precaution only.  Defer until condition stabilized.
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	· Have you ever been diagnosed with Guillain-Barré Syndrome (GBS) within 6 weeks of getting a Tetanus vaccination?

Precaution only.  
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	· Do you have a severe allergy to latex?

Boostrix pre-filled syringes contain latex.  Adacel vials do not contain latex.
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	· Are you feeling sick today?
Defer for persons with moderate or severe illness.
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 


	· Females, is there a chance you may be pregnant?

Precaution only.  Vaccinate postpartum if possible.
	Yes

 FORMCHECKBOX 

	No

 FORMCHECKBOX 



· **Can’t remember when you had your last tetanus shot?  
· Most adults are due unless they’ve recently had a wound stitched, a major surgery, or a tattoo/piercing that required it.  
· If you had a tetanus shot in the past 2 years and we vaccinate anyway, there is a chance you’ll have more swelling and sensitivity at the site.
· Ask the vaccinator if you have concerns and about ways to reduce symptoms.










